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Surveyor: 43021

A COVID-19 Focused Infection Control survey
was conducted by the South Dakota Department
of Health Office of Licensure and Gertification on
11/11/21. Bethany Home Sioux Falls was found in
compliance with 42 CFR Part 483.10 resident
rights and 42 CFR Part 483.80 infection contro
regulations F550, F562, F563, F583, F880, F862,
F885, and F886.

A COVID-19 Focused Emergency Preparedness
survey was conducted by the South Dakota
Department of Health Office of Licensure and
Certification on 11/11/21. Bsthany Home Sioux
Falis was found in compliance with 42 CFR Part
482, Subpart B, Subsection 483.73 related to
E-0024(b)(6).
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Any deficlancy statement ending with an asterisk (*) denoies a deficlency which the institution may be excused from correcting providing It is determined that
other safeguards provide sufficlent protection to the patients . (Ses instriictions.) - Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a ptan of corection s provided. For nursing homas, the above fAndings and plans of correction are disclosable 14
days folowing the date these documents are ma,de,{avall’able.ld;ihe—faclllty.' If deficlencles are cited, an approved plan of correction Is requisite lo continued
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